A case is described of a 27-year-old woman whose aortic valve was replaced by a homograft. Eighteen months after the operation she gave birth to a normal healthy girl.
Experience in the management of pregnancy after successful prosthetic or homograft valve replacement is not great, and the potential hazards are numerous. This report concerns the management and progress of such a case, after successful homograft replacement of the aortic valve, performed because of severe aortic regurgitation.
Case report This 27-year-old woman gave a past history of rheumatic fever at the age of 13 and again at I6. Aortic regurgitation was diagnosed when she was I9, but at that time she was symptomless, and no treatment was advised. At the age of 23 she began to complain of increasing effort dyspnoea, and of spontaneous nocturnal dyspnoea, and was started on treatment with lanatoside C and frusemide. The symptoms did not improve, but she never had true effort pain or syncope, and there was never any evidence of fluid retention.
She was referred to the Liverpool Regional Cardiac Centre for further assessment. Examination revealed evidence of a considerable degree of aortic regurgitation, viz. a collapsing pulse with a brachial blood pressure of I70/0 mm. Hg; a very loud prolonged parasternal diastolic murmur, and a short ejection systolic murmur at the base, radiating into the neck. The thrusting apex beat was preceded by a palpable 'a' wave, and a short mid-diastolic murmur was present at the apex. The first heart sound was normal, and was preceded by a 4th sound, no 3rd sound could be heard, and there was no ejection sound. The jugular pulse appeared normal, and the blood Wassermann reaction negative. The electrocardiogram showed a moderately severe degree of left ventricular hypertrophy; the phonocardiogram is shown in Fig. I . The PR interval is at the maximum limit of normal, but the prolonged aortic diastolic murmur is well shown, as is the bisferiens carotid pulse.
The cardiac outline on the chest radiograph ( Fig. 2) showed selective left ventricular enlargement only. There was no evidence of left atrial enlargement, and no dilatation of the aorta. No calcification was seen in the area of the aortic valve, and there was no radiological evidence of pulmonary venous hypertension.
Right heart catheterization showed a mean pulmonary artery wedge pressure of I2 mm. Hg, the other right heart pressures being normal. It was decided that aortic valve replacement was indicated, and at operation 6 months later, the commissures of the aortic valve were found to be widely separated, with shortening and thickening of the left coronary cusp. The valve was excised and replaced by a 26 mm. saline preserved homograft. On recovery from the operation, it was noted she had a left bundlebranch block, and this electrocardiographic pattern has persisted. Otherwise her progress was uneventful, and she was discharged from hospital six weeks after operation. She still had a soft aortic diastolic murmur, with a very soft ejection systolic murmur, but no peripheral signs of aortic regurgitation. The brachial blood pressure was 130/90 mm. Hg, and radiography showed considerable diminution of the cardiac outline.
Six months after operation, she married, and twelve months later became pregnant. She had been advised of the associated risks, but was anxious to have a child. Seen in the twelfth week of pregnancy, she was symptomless, and there was no change in her cardiac signs or the electrocardiogram. A transient rise in blood pressure to I55/I05 mm. Hg settled with bedrest and sedation and she was delivered of a normal healthy girl, weighing 3062 g. on 24 March I969. Oral penicillin 250 mg. 6-hourly and nystatin 5oo,ooo units 8-hourly were given at the onset of parturition, and continued for 4 weeks. At no time did she need digitalis or diuretics, and when seen 6 weeks after delivery she was well, with no change in the physical signs in the cardiovascular system, and with an unchanged electrocardiogram and radiograph (Fig. 3) 
